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ABSTRACT
Low income status has been proven to have negative effects on overall health, such as
increased prevalence of chronic diseases and poor childhood development (Gupta, de Wit, &
McKeown, 2007). Children living in communities of this status often do not have access to
healthy foods or exercise facilities in comparison to middle and upper class children (Gupta, de
Wit, & McKeown, 2007). Enhancement of education on these topics has the ability to combat the
risk for poor health outcomes. A health and wellness program called SMILE was created and
implemented at a child care center, called Carol Mathey’s Center for Children and Families in
Oakdale, Minnesota. The child care center is mainly composed of low-income families and a
diverse student population (S. Penn, personal communication, October 21 2020). The program
contained three main components: physical health, nutrition and mental health. Educational, high
energy, and interactive activities were used as the main methods during a half day program. The
program also included a take-home component, facilitating continued discussion on these
important topics within the child’s household. Successes of the program included student
engagement, age-appropriateness of materials created, and continued use of the techniques
taught. The activity materials created for the physical health, nutrition and mental health
components of SMILE were donated to the child care center with an instruction manual to be
used in the future.
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Chapter 1: Introduction
Introduction
Various aspects of childhood development and overall health are affected by growing up
in a low-income home (Gupta, de Wit, & McKeown, 2007). Without proper knowledge in the
areas of nutrition, physical health, and mental health, children from low-income families are
predicted to be at a higher risk for obesity, asthma, mental health adversities, and lack of learning
readiness (Gupta, de Wit, & McKeown, 2007). The schools and education facilities in
low-income communities often lack the resources necessary to provide their students with
adequate education on key aspects of health and wellness such as diet, exercise, and emotional
understanding. Meanwhile, schools and education facilities in wealthier neighborhoods have
greater means to provide students with education on these topics. Thus, low-socioeconomic
status has been demonstrated to be a major predictor in inhibiting the learning and development
of children, therefore, putting them at risk for future health problems.
This community service project involved implementation of the program SMILE to
children at Carol Mathey’s Center for Children and Families (CMCCF) located in Oakdale, MN.
SMILE is a program for youth that stands for S- strong, M- meals, I- individual, L- learning, and
E- exercise, aiming to promote nutrition, physical health, and mental health. SMILE was
developed by the research team, and aims to improve student health and well-being and
positively impact the rest of their education.
This chapter will introduce the importance of childcare for US families and emphasize
why childcare should focus on implementing additional nutritional, physical health, and mental
health education services. An overview of what this program enhanced at CMCCF will be
highlighted to demonstrate the need in this community and how SMILE worked to fill these
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needs. Terms will be defined to ensure understanding, and the barriers to this service project will
be identified. Furthermore, how these services are significant to the healthcare system will be
addressed.
Background to the Problem
Child care is important for many working families in the United States. According to the
US Census Bureau, there are approximately 9,180,000 families who have children under the age
of five, and 55% of them pay for childcare services (Malik, 2019). Many families who have
parents working long hours rely on this care to ensure their children are taken care of and
provided with a positive learning environment (Minnesota Department of Health, 2019). Child
care typically occurs before and after class and provides an opportunity to further educate
children on the lessons they are learning in the classroom and reinforce good habits (Dunn, et al.,
2006).
Minnesota’s elementary education philosophy revolves around reading and mathematical
achievement rates, English language proficiency, graduation rates, and attendance goals
(Minnesota Department of Education, 2020). Due to the emphasis on test scores and meeting
educational standards, programs that focus on health and well-being are not valued or prioritized
(Solomon et al., 2018). While many schools are ranked solely on academic scores, it has been
found that years later, these scores contribute minimally to an increase in income, and in fact,
intrapersonal skills and other non-cognitive measures are believed to provide more benefit in the
workforce (Levin, 2012). From a young age, a balance of healthy nutrition, stable mental health,
and an active lifestyle all contribute to the well-being and overall success of a child, and without
these factors being stressed in education, a child will never be able to learn and achieve to their
fullest potential (Center for Disease Control and Prevention [CDC], 2019a).
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In Minnesota, of children ages 10-17, nine and a half percent are considered obese (Data
Resource Center for Child & Adolescent Health, 2018). Many children aged eight to twelve are
aware of which foods are healthy and understand that exercise is important; however, there has
been a continued disconnect between education on the topic and putting into practice what is
learned (Snethen & Broome, 2007). While education is in place, it is clear that more active
learning is needed to emphasize the importance of health and wellness to make definitive
changes in children’s lives (Snethen & Broome, 2007).
Mental health also plays an integral role in the overall well-being of a child with mental,
behavioral, or developmental disorders and is strongly associated with adverse health outcomes
later in life (Cree et al., 2018). When looking at children aged two to eight years old, 17.4 %
have a diagnosed mental, behavioral, or developmental disorder (Cree et al., 2018). Furthermore,
suicide is the second leading cause of death in children 10-17 year old (Minnesota Department of
Health, n.d.-b). In adolescents aged 12-17, the suicide rate is 5.18 per 100,000 individuals
(Sheftall et al., 2016). However, in elementary school aged children, the suicide rate is only 0.17
per 100,000 children (Sheftall et al., 2016). It is clear from this data that earlier intervention and
education on suicide prevention and mental health is needed prior to adolescence so children are
more equipped to handle the stressors associated with adolescence (Sheftall et. al, 2016).
With many families of elementary school children relying on before and after school care
and daycare for their children, the values being promoted within these environments are as
important as those being emphasized in the classroom. In order to provide education and a
greater focus on nutrition, physical health, and mental health in school aged children, this project
implemented a program called SMILE into Carol Mathey’s Center for Children and Families
(CMCCF). CMCCF is a center which “provide[s] children grades Kindergarten through fifth

10
grade a fun, safe place to be before and after school” (Carol Matheys Center for Children and
Families, n.d.). Sixty-six percent of the school-aged children (grades first through fifth) receiving
care at Carol Mathey’s Center qualify for free and reduced lunch and a majority of these students
live in apartments (S. Penn, personal communication, November 6 2020). Additionally, of the
66% of these students receiving assistance, 50% are non-white students (S. Penn, personal
communication, November 6 2020). Due to serving such a high need population, there is a need
for additional help to supplement existing programming with nutrition education, mental health
promotion, and providing a fun, safe space for the children. Our program filled this gap by
creating programming that promotes these values.
Needs Assessment Summary
Carol Mathey’s Center for Children and Families (CMCCF) is a childcare center in
Oakdale, MN. CMCCF aims to provide their community with affordable, yet high-quality early
childhood education programs (Carol Matheys Center for Children and Families, n.d.). CMCCF
has nutrition services and physical health activities in place for their children, however, there is a
lack of educational components tied to these health factors. Additionally, CMCCF does not
currently have any mental health curriculum at their childcare center, demonstrating a need for
mental health education and awareness. Therefore, CMCCF’s current programs and curriculum
could benefit from the SMILE program as this would provide structured education on nutrition
and physical activity, as well as the introduction of mental health education and programming.
Problem Statement
Carol Mathey’s Center for Children and Families (CMCCF) is a child care center located
in Oakdale, Minnesota. The child care center is mainly composed of low-income families and a
diverse student population (S. Penn, personal communication, October 21 2020). Low income
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status has been proven to have negative effects such as increases in disease and poor childhood
development (Gupta, de Wit, & McKeown, 2007). Low income communities lack crucial
resources such as nutrition, physical health, and mental health programs. Children in these
communities often do not have access to healthy foods or exercise facilities compared to middle
and upper class children (Gupta, de Wit, & McKeown, 2007). They are also more at risk to be
exposed to stressors like poor living situations or family problems, which affect mental health
(Gupta, de Wit, & McKeown, 2007). While CMCCF has activities to promote health and
wellness for their students, however, it could use enhancement in educational components and
the ability to transfer these activities to home life (S. Penn, personal communication, November
6 2020).
Purpose
The purpose of this community outreach program was to empower students from
low-income families to take control of their physical, mental, and nutritional well-being. SMILE
provided students with sustainable resources to highlight the importance of these factors in a
well-rounded education. The project also included a component for children to bring home to
family members to ensure that the physical, mental, and nutritional improvements that are
implemented will be continued at home. The purpose of this project was to not only make a
difference in the lives of children but also create a more positive home environment through a
sustainable program that builds on current practices at CMCCF.
Significance Of The Problem as it Relates to PA Profession
A lack of education and promotion of nutrition, mental health, and physical health has
detrimental effects on a child's development and puts them at risk for disease (CDC, 2020a).
When children are not getting proper nutrients or do not have time to exercise, they are not able

12
to focus and learn in the classroom or at home (CDC, 2019b). Children from low-income homes
and communities in particular do not have access to adequate nutritional foods or exercise
facilities or routines. These children are often exposed to significant stressors compared to
children from middle/upper class homes (Gupta, de Wit, & McKeown, 2007). These stressors —
such as financial instability, poor living situations, or family problems — lead to difficulty
getting nutritious meals, having access to mental health resources, or safe areas to play (Gupta,
de Wit, & McKeown, 2007).
The information collected from this research study can be used to inform PAs and
healthcare professionals in various settings about the importance of these components in a child’s
overall health, particularly those from low-income backgrounds. Through this project, healthcare
providers can also learn basic ways to promote nutrition, mental health, and physical health in
their pediatric patients to prevent chronic disease in the future.
Definition of Terms
The list of terms below defines words that this community service project has used
throughout the program.
Carol Mathey’s: Child Care center that provides early childhood care and education to preschool
through school age children (Carol Matheys Center for Children and Families, n.d.).
Diversity: “Understanding that each individual is unique, and recognizing our individual
differences. These can be along the dimensions of race, ethnicity, gender, sexual orientation,
socio-economic status, age, physical abilities, religious beliefs, political beliefs, or other
ideologies” (UCSF Department of Epidemiology & Biostatistics, n.d.).
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Mental Health: “A state of well-being in which the individual realizes his or her own abilities,
can cope with the normal stresses of life, can work productively and fruitfully, and is able to
make a contribution to his or her community” (Minnesota Department of Health, n.d.-a).
School Age Children: the age at which a child is “old enough to go to school”
(Merriam-Webster). For the purposes of this research, school-age children refers to grades first
through fifth grade (S. Penn, personal communication, November 6 2020).
Socio-economic Status: “the social standing or class of an individual or group. It is often
measured as a combination of education, income and occupation.” (American Psychological
Association, 2020).
Conclusion
Mental health, nutrition, and physical activity are key components to a child’s education
in order to improve their ability to learn, as well as overall health. This community outreach
project aimed to educate students on the importance of these components and help initiate a
healthy lifestyle that will carry over from the classroom, to their home, and even years down the
road. The project encouraged children and their parents to begin healthy habits to cultivate a
positive home environment. Providers and other medical professionals will benefit from the
community service project by learning about the importance of early childhood health education
to better understand the needs of the children they are caring for.
Chapter two, the literature review, will explore existing research on the importance of
mental health, physical activity, and nutrition in school-aged children. It also provides additional
information on the prevalence of obesity, poor diets, and mental conditions. This chapter reviews
existing programs working to improve these components in educational facilities.
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Chapter 2: Literature Review
Introduction
Various aspects of childhood development and overall health are affected by growing up
in a low-income home (Gupta, de Wit, & McKeown, 2007). Without proper knowledge in the
areas of nutrition, physical activity, and mental health, children from low-income families are
predicted to be at a higher risk for obesity, asthma, mental health adversities, and lack of learning
readiness (Gupta, de Wit, & McKeown, 2007). The schools and education facilities in these
low-income communities often lack the resources to provide their students with adequate
education on key aspects of health and wellness such as nutrition, exercise, and mental health
education. Meanwhile, schools and education facilities in wealthier neighborhoods have the
means to provide students with education on these topics. Thus, low socioeconomic status has
been demonstrated to be a major predictor in inhibiting the learning and development of
children, ultimately, putting them at risk for future health problems.
Childcare Facilities
Before and after school care is widely used in the United States with 10.2 million
children relying on these services (Youth.gov, n.d.). Childcare has two main goals- to allow the
parents of the participating children to continue work and other activities without their children
and provide further education and opportunities for social interaction or the child (Barnett, 2011).
Quality childcare has been proven to have a favorable effect on a child's language and cognitive
development as well as school achievement (Barnett, 2011). It is apparent that quality childcare
is highly correlated to the quality of teacher or caregiver present at the facility, however, a main
barrier to filling childcare facilities with qualified teachers is cost (Barnett, 2011). Therefore,
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while before and after school programs demonstrate positive outcome on a child's development,
the quality of care may be compromised due to lack of funding (Barnett, 2011).
In regards to the long term impacts of childcare and specific features of childcare that
make it so beneficial, research is limited. Due to the nature of the differing ages of children in
care and the varying structures across the country, specific research on what is offered in before
and after school care is very insufficient.
Nutrition
Eating a balanced diet is crucial for children to have adequate cognitive function in order
to learn (Centers for Disease Control and Prevention [CDC], 2019a). For children to make
healthy eating choices, they must be educated on nutrition and how different food items,
depending on their nutrient profile, alter our bodies ability to fuel itself. With this being said, it is
troubling that typical United States students receive less than eight hours of nutrition education
each school year (CDC, 2020a). It is recommended that students receive 40-50 hours on this
topic to be adequately informed (Connell, et al., 1985). Additionally, from 2000 to 2014, there
was a 10.5% decrease in schools providing nutrition education and dietary choices (CDC,
2019c).
While many students may understand the relationship that eating healthy leads to a
healthy life, it oftentimes is not put into practice (Pilant, 2005). There are a variety of reasons
why children may not want to make nutritional food choices. The Journal of the Academy of
Nutrition and Dietetics attributes the difficulty of this decision down to the eating environment,
including food options in the school lunchroom, nutrition information and education available at
the school as well as attempts to reach students’ families (Pilant, 2005). Although it might be
difficult for children to limit refined carbohydrates, added sugars, and high sodium diets, it is
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critical not only for their cognitive development but also to limit childhood obesity and other
metabolic diseases.
Ethnicity, racial identity and neighborhood income have been shown to be strongly
associated with obesity (Black & Mackinko, 2009). Low income, Hispanic and Black children
report having an internal struggle with choosing food options. While students understand which
foods are healthy, they struggle to eat them because they know the unhealthy options taste better
(Balestracci et al., 2019). This identifies a gap in current nutritional education and national child
nutrition programs. National programs, such as the National School Lunch Program (NSLP),
provide low cost or free nutritious school lunches to over 25 million children annually (United
States Department of Agriculture [USDA], 2019). While programs like the NSLP are vital,
children are still able to decline up to two items from their lunch at lunchtime (USDA, 2019).
Although students are learning to differentiate between what food is and is not good for their
bodies, it is difficult for children to find the willpower to make healthier choices (Balestracci et
al., 2019).
Many factors play an important role in shaping children’s relationship with food, physical
activity, and overall healthier lifestyle. The main contributors to a child's attitude toward health
and wellness topics are early childhood care facilities and elementary schools, which either add
to, or work to prevent healthcare disparities in youth (Loth et al., 2019). However, the
implementation of promoting a healthy diet is largely unregulated and oftentimes subpar due to
child care provider adherence barriers (Loth et al., 2019).
The University of Minnesota completed the Healthy Start, Healthy State study by
surveying licensed Minnesota child care providers, including 203 child care facility providers
and 394 family-home based providers (Loth et al., 2019). The aim of this study was to collect
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information from child care providers on how nutrition and physical activity practices were best
implemented at their child care facility. Family income, primary language at home, children's
race/ethnicity were also assessed by the survey. Furthermore, the survey allowed child care
providers to choose from a list of 19 items regarding the barriers they face which limited their
child care facility from achieving best, healthful practices (Loth et al., 2019).
Interestingly, the Healthy Start, Healthy State found that Minnesota providers caring for
children from low-socioeconomic households promoted healthy eating and physical activity best
practices better than providers caring for children from wealthier families (Loth et al., 2019). The
study points to various programs which Minnesota has implemented to provide support to
children despite income status, namely the “Statewide Health Improvement Program, Families of
Minnesota, West Central Initiative and the Public Health Law Center” (Loth et al., 2019). Nine
and a half percent of children in Minnesota age 10-17 were at or above the 95th BMI percentile
compared to the national rate of 15.3% (Data Resource Center for Child & Adolescent Health,
2018). Despite the fact that obesity rates in Minnesota are below the national average, there are
still 10% of children who are overweight and struggle with these health consequences.
Mental Health
Children from low-socioeconomic status are at an increased risk for mental health
disorders but do not typically have access to proper mental health care (Hodgkinson et al., 2017).
This demonstrates the need for mental health resources in educational settings tailored to
children who do not have access or insurance for this care. Of children living below the poverty
line who are in need of mental health services, less than 15% receive proper services, while
fewer end up getting adequate treatment (Hodgkinson et al., 2017). Low-income children face
adverse experiences such as decreased access to healthcare, food, childcare services, and lower
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housing security (Children in Poverty, 2019). These experiences expose children to stressors that
put them at a higher risk for poor mental health. Therefore, adequate access and counseling is
critical for these children in order to combat the adversity faced as an individual from a poverty
driven community (Children in Poverty, 2019).
A national report identifies that 80% of students who seek mental health services receive
care in the school setting (Center for Health and Health Care in Schools, 2012). This suggests
that many students are willing to reach out for emotional, social, and mental support if the
resources are available. However, only 23 states require K-12 schools to have a counselor
(Bradley University, n.d.). Minnesota is one of the states in which school counselors are not
mandated in any aspect of education from K-12 (American School Counselor Association, n.d.).
This is problematic because the majority of students trying to receive help resort to resources
available at school (Center for Health and Health Care in Schools, 2012).
Unresolved mental health problems can lead to thoughts of suicide or suicide attempts.
From 2007 to 2017, suicide rates for those ages 10-14 increased 56% and was the leading cause
of death for 10-17 year olds in Minnesota (Curtin & Heron, 2019; Minnesota Department of
Health, n.d.-b). The American Foundation for Suicide Prevention (2019) strongly encourages but
does not require schools to have suicide prevention training in place for all faculty. This training
would educate staff to recognize warning signs and learn how to refer students to the appropriate
mental health professional (American Foundation for Suicide Prevention, 2019).
The Minnesota Department of Health (n.d.-a) defines mental health as:
A state of well-being in which the individual realizes his or her own abilities, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to
make a contribution to his or her community. (p. 1)
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When mental health is negatively impacted by experiences, people, or society, there can be
physiological repercussions (Minnesota Department of Health, n.d.-a). For example, children
who have experienced more adverse events in life such as trauma and chronic stress will release
more of a hormone called cortisol. When cortisol is chronically released it alters the biology of
the human body, contributing to metabolic dysregulation (Guilliams & Edwards, 2019). This
dysregulation affects immunity, the development of mental disorders, and growth of children
(Guilliams & Edwards, 2019).
In Washington County Minnesota, where this community service program will focus,
research has been conducted on the state of mental health for both adults and children in the
community. Nearly 32% of the adults in Washington County reported suffering from depression,
and 30.40% reported suffering from anxiety (Washington County Department of Public Health
and Environment, 2019). The suicide rate in Washington County has also seen a stark increase,
from 8.3 per 100,000 to 10.7 per 100,000 between 2015 and 2016 (Washington County
Department of Public Health, 2019). While data from the county specifically focusing on
school-aged children was not collected, these statistics represent the parents of these children.
When parents suffer from a mental illness, it affects the level of care they are able to provide to
their child (Reupert et al., 2013). Parents with depression tend to spend less time interacting with
their children, and those with anxiety tend to provide their children less independence (Reupert
et al., 2013). The repercussions of this not only affects the child’s own mental health, but their
educational achievement, social functioning, and desire to stay healthy and be active. Therefore,
not only is the mental health of children imperative to promoting stable emotional and social
well being, but it also is a large contributor to disease and physical health.
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Physical Health
Physical activity is important for children’s health and overall well-being. According to
the Centers for Disease Control, health implications for those who do not exercise enough
includes an increased risk of energy imbalance and obesity, cardiovascular conditions, type 2
diabetes, breast cancer, endometrial cancer, lung cancer, and low bone density (CDC, 2020a).
Exercise has also been shown to improve self-esteem and reduce anxiety in students. Students
who exercise regularly have exhibited better grades, attendance, cognitive performance and are
more likely to stay on task in the classroom (CDC, 2020a).
Exercise recommendations for children vary depending on the age of the child. For
school-aged children (ages 6-17) one hour of moderate to vigorous physical activity per day is
the recommended standard (CDC, 2020b). It is also recommended to make activities age
appropriate—playing on the playground, gymnastics, climbing trees, or jumping on the
trampoline are all great and easy options for kids to start with. Developing good exercise habits
at a young age is very important as these habits tend to persist into adulthood. Those who are
sedentary from a young age are more likely to continue to live a sedentary lifestyle (Janz et al.,
2000). It is much harder to begin a fitness regime at an older age versus starting at a young age,
and even small minute changes in a child’s diet and level of activity have been shown to produce
lasting effects (Archer, 2014).
Despite the established importance of exercise, only 24% of school aged children
exercise for at least 60 minutes a day (Data Resource Center for Child & Adolescent Health,
2018). Obesity has continued to rise in children, secondary to more sedentary lifestyles and lack
of exercise. The CDC states that 13.5% of children ages 2-19 are obese based on their BMI
(CDC, 2019b). Even more staggering, 25.8% of Hispanic and 22% of non-Hispanic Black
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children are obese, a sharp increase compared to 14% of white children. In Minnesota in
particular, only 24.4% of children ages 6-11 exercise for at least an hour each day (Data
Resource Center for Child & Adolescent Health, 2018).
As a growing emphasis has been placed on test scores and access to technology has
increased, some schools have cut gym classes or recess to allow more time for education on
topics such as math, reading, and science (Wilkins et al., 2003). However, research continues to
show the significance of engaging in physical activity throughout the day (Wilkins et al, 2003).
While physical education classes have been the standard modality to enhance daily activity of
children, in an analysis of the Texas Fitness Now (TFN) school exercise program, it was found
that programs of this nature can be detrimental (Packham & Street, 2019). The TFN program
required daily PE classes for children, which focused on low-income schools. Rather than
improving classroom performance and health of students, the program was found to increase
absence rates and disciplinary incidents among students (Packham & Street, 2019). Because of
the regimented and strict format of the program, students were not motivated to participate and
felt that the program was too structured and intense (Packham & Street, 2019) Therefore, the
study suggested that modifications to the current model of PE education need to be made to
make movement more fun and motivating for students, making them want to participate rather
than skip school (Packham & Street, 2019). This study points to a gap in physical education
programs and demonstrates that not only is exercise and movement important, but the activities
need to inspire children to incorporate exercise they enjoy into their daily lives (Packham &
Street, 2019).
Children from low-socioeconomic communities in particular are more likely to be
inactive. Children age 9-10 from low-socioeconomic status (SES) had lower levels of physical
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activity and took less steps each day overall (Drenowatz et al., 2010). The parents’ level of
education and being of a low SES also has an effect on a child’s self-esteem and overall level of
activity. A study looked at the implications of low socioeconomic status and found it contributed
to lower self-esteem in both male and female children aged 16 and into adulthood (Huurre et al.,
2003). Studied females were found to have higher levels of obesity and decreased physical
activity when compared to females of the same age in the high SES category (Huurre et al.,
2003). As the education level of the parents increases, obesity decreases (CDC, 2019b). While
obesity in children ages 2-19 was at 18.9% for those in the lowest SES status group, it was only
10.9% among children living in the highest SES range (CDC, 2019b). As low SES children have
less dedicated time to gym class and recess within their school curriculum, vigorous exercise
levels decrease, illustrating the need for continued emphasis on movement and early education
on the benefits of exercise (Zakarian et al., 1994).
Current Nutrition, Mental Health, and Physical Activity Programs
Previous studies have demonstrated effective components of health and wellness
programs that are focused on educating school-aged children in nutrition, mental health, and
physical activity. With increasing demands placed on schools and teachers to improve academic
performance, finding the time and resources to focus on mental health promotion is difficult,
therefore, it is critical that programs are short-term and cost effective (Schonert-Reichl et al.,
2015). Mindfulness, defined as “an ability to focus on thoughts, feelings, or perceptions that arise
moment to moment in a cognitively n22on elaborative, and emotionally nonreactive, way” was
the foundation of “MindUP” (Kabat-Zinn, 2003, p. 151). This 12 week program was
implemented into fourth and fifth grade classrooms consisting of 99 students. This specific age
was targeted based on physiological reasoning. In younger years, children are egocentric and
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unable to see life from the perspective of others. However, in late childhood, children begin
developing higher levels of social processing which enables them to consider the feelings of
others, allow for self reflection, and determine right from wrong (Schonert-Reichl et al., 2015).
The foundation of the intervention consisted of children completing three minutes of
mindfulness practice three times a day. This was supplemented by students attending a 40-50
minute session each week. The weekly sessions focused on emotional control, self-awareness
and mental resilience. Following the 12 week program, students in the experimental group had
an improvement in aggression and depression management, while also demonstrating a
significant increase in controlling stress responses and showing empathy for other perspectives
(Schonert-Reichl et al., 2015).
When looking at various nutrition programs for elementary-aged children, programs that
include a structured education component like cooking classes, taste testing, and gardening were
most successful in changing children’s taste preferences (Charlton et al., 2020). In a program
entitled “Power-Up,” enacted in Chicago South-Side schools for African American Children
aged five through twelve, effects on the child’s health, including BMI and overall knowledge of
nutrition, was statistically significant (Choudhry et al., 2004). The program occurred over the
course of 14 one-hour long sessions and involved both physical activity and nutrition interactive
education, as well as time spent communicating the learned topics with parents at pick-up.
Children worked in groups of approximately 15 to promote an effective teacher-student ratio.
Some of the nutritional concepts used to educate children were “Nutritional Jeopardy” which
promoted engaging learning, a visit to a mock grocery store, and education on key nutritional
vocabulary words (Choudhry et al., 2004).
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Other studies have also illustrated the importance of parental involvement in nutritional
education programs for children to make long-lasting change. While teaching children the
components of a healthy diet and the importance of making good choices is excellent, it can only
go so far when the parents are the ones preparing and purchasing the food for the household
(Pérez-Rodrigo &Aranceta, 2001). Once children begin school and can choose foods within the
cafeteria, peer groups and the media have a large influence on their decision-making, which
points to the importance of educating children in their social groups (Pérez-Rodrigo & Aranceta,
2001). Overall, to create a program with a continued impact, the families of children need to be
on-board and modeling healthy choices for their children (Pérez-Rodrigo & Aranceta, 2001).
The physical activity component was also very interactive, involving a program called
“Muscle Mania” where the older children were educated on the structure and function of
different muscles, while younger children created pipe-cleaner skeletons to learn the basic
understanding of muscles (Choudhry et al., 2004). At the end of each session, children danced
and listened to music involving vocabulary learned that day, which promoted continued physical
activity and re-emphasized the content learned in a fun and applicable format (Choudhry et al.,
2004). Beyond educating parents at pick-up time, an optional weekly 30 minute education
session was available to parents. This session served to educate parents on topics their child is
learning and promote continued learning within the home through weekly homework
assignments, empowering the child to become the family’s “nutrition expert” (Choudhry et al.,
2004, p. 4). While regular parent attendance was difficult, those who did attend meetings often
stayed over an hour late due to extended discussions on the material (Choudhry et al., 2004).
This program was found to improve mean BMI z-scores significantly among the children
in the study. The nature of “Power-Up” allows it to be a sustainable after-school program
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following study completion. Use of after-school time for implementation of this program was an
effective modality (Choudhry et al., 2004). The involvement of parents continued to be a
challenge and an area of particular concern due to the large effect parents have on the food
choices their child makes (Choudhry et al., 2004).
Regarding other key components of nutrition programs, creating games has been seen to
be an effective short-term modality to enhance children’s learning (Lakshman, 2010). One
program created a card game called “Top Grub” to be used by school-aged children; it included
healthy eating lessons to go along with the playing of the game (Lakshman, 2010). The game
involved comparing different macro- and micronutrients in various foods. Playing with a partner
in a war-style format, the person who has the higher “green” nutrient (meaning a good nutrient,
such as protein, or fiber) or the lower “red” nutrient (meaning sugars, saturated fats, or calories)
on their food card wins the round. This delivery format was simple and fun for the children and
proved to increase mean nutrition knowledge based on evaluations taken before and after playing
the game (Lakshman, 2010). Including a simple component like this can facilitate learning in
children and provide an activity they can bring home to play later (Lakshman, 2010).
Conclusion
Throughout the research collected in this literature review, it is clear there is a need for
more structured and effective education and programming on nutrition, physical activity, and
mental health in school-aged children in Minnesota child care facilities. Research on education
surrounding nutrition education showed that without proper knowledge, children make poor diet
choices that affect their overall health in the future. Socioeconomic status has been shown to play
a significant role in decreased access to healthy foods.
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Mental health issues among low-income children are also prevalent. Many students
receive counseling from school counselors; however, Minnesota schools are not mandated to
have school counselors. For children coming from low-socioeconomic backgrounds, a lack of
access to mental health care can inhibit their educational achievement. Physical activity is one
component that has been demonstrated to have numerous beneficial effects in preventing longterm health complications and mental health disorders, along with improving cognitive
functioning.
Overall, in review of previous studies which have implemented nutrition, mental health
and physical health components into school-aged children’s daily lives, reveals there is
promising evidence that short-term programs which incorporate these topics are effective.
Chapter 3 will discuss the methodology of the SMILE program including the population
impacted, the rationale for the project, the details of the project activities, as well as ethical
implications and barriers to the program.
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Chapter 3: Methodology
Introduction
The SMILE program created activities that focused on nutrition, physical health and
mental health to provide an educational foundation, as well as making the information interactive
and fun to learn. The goal of the program was to enhance current nutritional services and
physical activities, while creating a new program to increase awareness of mental health at Carol
Mathey’s Center for Children and Families (CMCCF). This program hopes to improve children's
overall development to prevent negative health outcomes. Additionally, SMILE is a sustainable
program for CMCCF and the children’s families due to the materials that were given to the
organization and sent home with the children.
Rationale for Project
Carol Mathey’s Center for Children and Families (CMCCF) is a non-profit childcare
center that has been serving the community for 50 years by providing care to preschool through
grade five students. The mission statement of CMCCF is to provide the community with
affordable, high-quality early childhood education programs. The population this intervention
focused on is children in grades first through fifth. At CMCCF, 15 children were in the
population of focus. From this population, 66% of children fall into the category of being
low-income based on the fact they are eligible for free and reduced lunch (S. Penn, personal
communication, November 6 2020). Many of these children live in apartment complexes, and
because of this do not have access to green spaces as readily as children living with backyards.
When looking at the ethnic background of the students who will be participating in our
intervention, two students are Latin American, four students are African American, and nine
students are caucasian (S. Penn, personal communication, November 6 2020).
Currently, CMCCF implements indoor and outdoor physical activities, such as kickball
and field play. In addition, CMCCF participates in the Minnesota Child & Adult Food Program
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(Carol Matheys Center for Children and Families, n.d.). This food program helps CMCCF serve
nutritious, well-balanced breakfasts and snacks, including whole grains and fruits (Minnesota
Department of Education, n.d). Although CMCCF has nutrition partners and physical activities
implemented, these factors could be enhanced by adding on an educational component.
Furthermore, the current status of the COVID-19 pandemic and distance learning places
additional stressors on CMCCF’s school aged children leading to increased mental health
concerns (S. Penn, personal communication, November 6 2020). However, CMCCF does not
have any mental health programming or education in place. This points to an unmet need in the
curriculum in which CMCCF has great potential to benefit from the SMILE program.
The predicted outcome of this program was to improve the knowledge base of the
participating children on the topics of nutrition and physical activity to supplement the current
programs in place. Furthermore, the program created a basis of education on mental health and
awareness of emotional control in school-aged children. The SMILE program also created
materials that are sustainable for CMCCF to use in future classes to promote continued learning
of these topics for future children. Overall, this program hoped to excite children about these
topics and encourage them to involve their families to promote these values in all aspects of their
lives.
Population
The population that was impacted with this intervention program included the staff at
CMCCF, the children in grades first through fifth who were enrolled in the program during our
intervention, and the parents/guardians of these children. This population was selected through
internet searches for local daycare/childcare facilities and elementary schools, and interviews
with a few schools to determine who would best benefit from our intervention. The goal was to
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choose a school with a primarily low-income background who may not otherwise have access to
educational programs such as SMILE. CMCCF was chosen for its interest in the SMILE
program, the smaller class size allowing for more one on one time with children, the age group,
and the population being from low-income families. Agreement to participate in the SMILE
program was obtained from Carol Mathey’s. Of the school-aged children who attend CMCCF,
66% of children fall into the category of being low-income based on the fact that they are
eligible for free and reduced lunch (S. Penn, personal communication, November 6 2020).
Carol Mathey’s divides their children into three groups based on grade in schoolpreschool, kindergarten and school-age children. In order for children to benefit from the SMILE
program, the curriculum was designed to be age appropriate for the desired audience. This
ensured that the aspects of nutrition, physical health and mental health education were taught
effectively. For the purpose of this program, the school-age children were chosen to participate in
the program, while kindergartners and preschoolers were not included.
Project Plan, Implementation and Project Tools
The program SMILE was developed by the research team as they felt children from lower
income communities tend to lack education in how to live a healthy lifestyle. The gap in
education on these topics is something the research team is very passionate about. From this
inspiration, the team created the acronym SMILE, which encompasses what the research team
believes are the three pillars of childhood development. SMILE stands for S- strength, M- meals,
I- individual, L- learning, and E- exercise. Following the development of the SMILE outline, the
research team began searching for schools in the Twin Cities area who had a majority low
income student population with diverse students. The project was discussed with the PA program
research coordinator who encouraged the research team to broaden the search to include
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childcare centers. More research was completed to learn about childcare facilities, other than
schools, in the Twin Cities area that provided care to low-income families.
After creating a list of potential schools or childcare facilities, the research team met with
Dayton’s Bluff Elementary School and Carol Mathey’s Center for Children and Families. A
powerpoint outlining the SMILE program was used for both meetings (see Appendix A). A
zoom call with Dayton’s Bluff was carried out on October 9th, 2020 with the school’s
achievement plus partner liaison and gym teacher. The following week, the research team met
via zoom with the director from CMCCF, Stacie Penn, on October 15th, 2020. After the two
meetings, the research team decided to partner with CMCCF rather than Dayton’s Bluff. The
main factor that aided in the research teams decision in deciding between the two locations, was
due to the fact that Dayton’s Bluff was unsure if their school would resume in person classes in
the Spring of 2021 due to the COVID-19 pandemic. Whereas CMCCF, due to its childcare
status, was deemed essential for in person childcare during the pandemic.
Permission was granted from CMCCF to implement the SMILE program at the childcare
center via an email (see Appendix B). Once permission was obtained, the team worked with
CMCCF staff to determine which group of students to focus on. After the decision was made to
focus on school-aged children, the details of SMILE were researched and formulated. The team
prepared a general powerpoint for a meeting with the research chair, Mary Michener, Ed. D.,
B.S., who helped think of program activities for each of the three components (see Appendix C).
The research team went into CMCCF on March 10th from 8:00 AM - 12:00 PM to carry out the
SMILE program. The following sections will describe the goals of each component and the
associated activities.
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Nutrition Activities
For the nutrition component (the M- meals of SMILE), two goals were created for the
children: learning how to identify healthy foods from unhealthy foods and what makes up a
cost-effective and healthy meal.
To help children understand the goal of differentiating healthy options from unhealthy
options, a “Yellow Light, Green Light, Purple Light” activity was created. This activity included
a handout that introduced children to the three macronutrients: carbohydrates, fats, and protein
(see Appendix D). After the children were educated on the basics of these macronutrients and
common sources of each, there was an interactive “Yellow Light, Green Light, Purple Light”
game. This game required the children to determine if a food shown on a handout is a purple,
yellow or green light. A yellow light is something that should be enjoyed in moderation. Green
light is a healthy option they can choose readily. A purple light food is something that should be
generally avoided and consumed as a treat. Children used a purple, yellow, green circle that was
provided to them by the research group to give their answers (Sanford fit team, n.d.).
For the second goal of learning what makes up a healthy meal or snack, the children
made their own healthy snack. Ingredients were provided by CMCCF for each child, and the
research team walked the students through how to make the snack. While making the snack, the
team facilitated a discussion about the ingredients involved in the recipe such as which
macronutrient they are and if they were “green light,” “yellow light,” or “purple light.” To
supplement this, a collection of healthy, simple, and cost effective recipes were handed out to
each child to bring home to their families (see Appendix E).
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Physical Health Activities
For the physical health component (the S- strength and E- exercise of SMILE), two goals
were created for the children: to learn about the muscles and bones and to encourage the children
to be active in fun and easy ways.
To learn about the muscles and bones, children were educated using the game called
Simon Says. Prior to the game, discussion was held using an anatomical diagram of a human (see
Appendix F). The team pointed out muscles and bones of focus for the game to educate the
students on the location of these parts and what they do. Open-ended questions were asked to get
the children thinking about the role of these body parts and how they help them move in their
daily activities. After educating the children, a game of Simon Says was played to help the
children recall the bones and muscles they learned about. The students had to move their body
parts or point at certain structures on their own bodies to stay in the game. This promoted active
learning of the topics discussed in a fun and interactive way. Children took home a copy of the
anatomical diagram so that the game could be replicated at home (The Nemours
Foundation/KidsHealth, 2017).
For the goal of encouraging children to be active in fun and easy ways, activity bingo was
created and played with the group. An activity bingo board was created that had pictures and
words that describe an exercise in each box (see Appendix G). Each child received an activity
bingo board. When the activity was called out by the research team, the child had to perform that
activity in order to cover the spot on the bingo board. To supplement this activity, the children
received a copy of the activity bingo sheet so they can show the activities they learned through
the game to family or friends at home. These activities promoted exercise and staying active
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while requiring minimal, if any equipment so they can be performed anywhere (Learning
Zonexpress, n.d.).
Mental Health Activities
For the mental health component (the I-individual of SMILE) three main goals were:
helping children identify their feelings, teaching them how to calm their mind to effectively deal
with stress, and creating a positive outlook on life by focusing on the good things around them.
To help children identify their feelings, they were split into groups based on their age.
Each child recieved a printed handout that had an emotion chart on it (see Appendix H). The
emotion chart contained 16 different emotions with a visual representation of the given feeling.
The research team briefly explained what each emotion meant and gave examples of a time when
the emotion was experienced. The research team instructed the children to state which emotion
they are feeling that day. Then, the children walked through the different emotions together and
discussed examples of times where they felt these emotions. The research team suggested the
children keep these emotion charts at their spot in the classroom so they can circle their feelings
each day. Ideally, this will keep the staff aware of the children's feelings and help the students to
continue to recognize their emotions after program completion (Lee, 2020).
To help with the goal of teaching children to calm their minds and effectively deal with
stress, a video by MindUp (2016) was shown to the school-aged children to introduce them to
the idea of focused awareness using a breathing technique (see Appendix I). This is a short and
quick meditation exercise that can be done daily to help increase children's focus throughout the
day. This activity is also something that CMCCF could do every morning with the children.
To teach children the importance of having a positive outlook on life, two activities were
carried out. In the first activity, children were instructed to look around the room for five seconds
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to try to find as many blue items as they can. After five seconds, the research team asked how
many blue items they saw and had them each give some examples of what they found. After each
child shared one blue item, the research team asked how many purple items they saw during the
five seconds. The research team then asked the children this question: “why do you think you
found a lot of blue items, but did not find any purple items?” A few children were called on to
answer this question. After some children shared their answers, the research team explained to
the children that they found more blue items because they were looking for blue, but not looking
for purple. The research team explained how this mindset can be applied to everyday life. For
example, they told the children that if they wake up every morning looking for the happy things
(or blue items), they will find a lot of happy things going on in the world. The research team
encouraged children to focus on the “blue or happy” moments for the rest of the day (MindUp,
2020b).
In the second activity, the gratitude stone, children were first introduced to the concept of
gratitude and each wrote down three things they are grateful for. After discussing this concept, a
gratitude stone was introduced. This stone was passed around the class, and each student shared
one thing they are grateful for to the group. This stone provided a visual representation of
positivity, and was kept at CMCCF to be used daily or a few times a week to allow students to
share something positive or something they are grateful for. The students were encouraged to
take their list of grateful things home and hang it up somewhere they can see so they always
remember these values. They were also encouraged to find something to represent a “gratitude
stone” that they can pass around with their family members at home to continue the discussion
and emphasis on positivity (MindUp, 2020a).
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Reproducible Components of SMILE
The research team created a three-ring binder containing all the activities that were
implemented and instructions on how to perform each (see Appendix J). The binder was given to
CMCCF’s to use in the future. A handout was created for parents that lists discussion questions
for each of the activities the children participated in. The research team wrote a note on the
handout to parents encouraging them to discuss these questions with their children (see
Appendix K). This will hopefully promote continued learning of the SMILE components and
help educate the parents about these topics. Following the implementation of SMILE, a survey
was sent out to evaluate the effectiveness of the program, how impactful it was on their students,
and any improvements CMCCF’s staff has for SMILE (see Appendix L).
Ethical Implications
It is important to take into consideration ethical implications regarding how the SMILE
program may impact the children at CMCCF. For example, it was considered that while it is
possible to eat healthy foods on a low income budget, it is apparent that unhealthy energy-dense
foods are more convenient, flavorful and therefore a high contributor to the diet of these families
(Drewnowski & Eichelsdoerfer, 2010). The research team recognized that a well balanced diet
not only tends to cost more money but also requires more time to plan and prepare these meals.
The snacks and meals described in the SMILE program was as cost-effective and nutritious as
possible.
In addition, cultural values may influence the perspectives children have towards mental
health. In Western medicine, mental health is accepted and encouraged to be discussed. For
minorities and immigrants, it is perceived very differently and can be a sign of weakness in the
family (Harms, 2017). This may lead children of these backgrounds to be less willing to share
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their feelings. At CMCCF, 40% of school-aged children are non-white, (S. Penn, personal
communication, November 6 2020). Therefore, the research team recognized the mental health
activities may be interpreted differently by the children.
Potential Project Barriers
Barriers to the project included following social distancing guidelines for the COVID-19
pandemic, children refraining from participation, and the inability to monitor if the SMILE
education is being brought home to families. In regard to social distancing, it could be difficult to
enforce social distancing protocol for the students we are working with. At CMCCF, they
implemented state regulations to ensure students are wearing masks and staying six feet apart.
However, the introduction of the SMILE may make the guidelines difficult to enforce due to the
engaging nature of our curriculum. Researchers plan on enforcing COVID-19 safety guidelines
by encouraging children to keep their masks on and remaining six feet apart from others.
Children will also use hand sanitizer prior to eating snacks and before passing around any
materials.
In order to ensure that students participate throughout the program, the research team will
divide students into small groups based on grade. This will allow students to feel more
comfortable to share their feelings and ideas regarding the health topic. Additionally, the
research team will act as facilitators to encourage participation from each child.
To try to ensure the continuity of the program from the classroom to the home
environment, the research team will provide handouts for children to give to their parents when
they are picked up to facilitate continued learning. Additionally, the team will try to weave the
concept of parent involvement into activities and lessons taught to the children by explaining to
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parents/guardians how they could step in and help, or explaining to the children how they could
teach these skills at home.
Conclusion
Chapter 3 highlighted the rationale for the SMILE program and the population that was
affected by its implementation. The plan and tools needed to carry out the nutrition, physical
health and mental health activities were explained in a reproducible manner. Potential ethical
implications and project barriers were discussed. Chapter 4 will include a summary of the results
of SMILE, a discussion on the successes and limitations of the program, and ideas for future
research projects.
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Chapter 4: Discussion
Introduction
This section highlights the need for a health and wellness program into a child care
facility where a majority of students are from low socioeconomic backgrounds. An overview of
the half day SMILE program carried out on March 10th, 2021, including specific educational and
interactive activities for physical health, nutrition and mental health will be summarized. Barriers
that were anticipated as well as limitations that were not projected by the research team will be
discussed. A survey evaluating the efficacy of SMILE components is evaluated and prompts
future project ideas. Finally, a conclusion to Chapter 4 and the entirety of this community
outreach project will close the research teams thesis.
Summary of Results
Children from low income families often are at an increased risk for poor physical,
nutritional, and mental health outcomes because they lack access to healthy foods and exercise
facilities compared to middle and upper class families (Gupta, de Wit, & McKeown, 2007). Due
to the association between increased health risk and low socioeconomic status, an interactive and
educational wellness program was implemented into a child care center which consists mainly of
low income families in Oakdale, Minnesota, called Carol Mathey’s Center for Children and
Families (CMCCF) (S. Penn, personal communication, October 21 2020). While CMCCF
currently has health and wellness activities available for their students, this child care facility
needs enhancement on its educational components and the ability for these activities to be taken
home to families (S. Penn, personal communication, November 6 2020).
A community outreach project which addresses physical, nutritional and mental health in
a low income and diverse student population helps to alleviate the disparities and lack of
resources this population faces. Projects like this are especially important to implement in
Minnesota because of high obesity and suicide rates. Of children ages 10-17, nine and a half
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percent are considered obese, while suicide is the second leading cause of death (Data Resource
Center for Child & Adolescent Health, 2018 and Minnesota Department of Health, n.d.-b).
CMCCF was chosen by the research team because of their underserved student population.
Approximately 66%, of CMCCF’s student population receives financial assistance, of which
50% of these students are non-white (S. Penn, personal communication, November 6 2020).
These statistics emphasize the underserved community and affirm that CMCCF’s students are at
an increased risk of lacking wellness resources and developing poor health outcomes. Therefore,
the need for implementation of an educational wellness program is critical.
After partnering with CMCCF, the SMILE program was implemented on March 10th,
2021, from 8am to 12pm. First, the research team began by introducing themselves and the
SMILE program to the children. The children then introduced themselves by sharing their name,
grade, and something they like that starts with the same letter of their name. This activity helped
the research team learn something about the children and also helped the children to feel more
comfortable around the team. There were 10 children who participated in the SMILE program,
ranging from first through fourth grade. Two CMCCF faculty members were present to observe
the activities carried out by the research team.
The first activity was Simon Says. This game started with an educational component that
consisted of teaching the children about different muscles and bones in the body using an
anatomy diagram (see Appendix F). All of the children participated by pointing out the body part
on their own bodies and described how they use it in their daily activities. The children showed
good recall when playing the game after the educational component, and were able to locate the
muscles they had learned about. At the end of the activity, the children had a better
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understanding of what muscles and bones they use every day and how important they are. This
activity was a great way to get children energized from the start.
The second activity was activity bingo (see Appendix G). Prior to this game, the children
learned different exercises that would be used in the game. They were very engaged in
demonstrating the movements they knew, and open to learning the exercises they didn’t. The
research team ensured each student was participating in the exercises and if anyone was
struggling or did not remember the movement, they received appropriate guidance. At the end of
the activity, the children stated that they could see themselves doing these exercises at home or
with family and friends.
Next, the research team began the nutrition component of the program. The first activity
was entitled Yellow Light, Green Light, Purple Light, a rendition of yellow light, green light, red
light that focuses on nutrition (see Appendix D). When doing the educational portion of this
activity, the children became very engaged in learning about what makes a food a yellow, green
or purple light food. As the children were shown more food pictures, their ability to classify
foods based on their color and the nutrients they provide improved. Following this, a healthy
snack was made that included foods that fit under each stop light category. The children were
challenged to talk about the nutrients in each part of the snack as they were making it. Students
were very excited about the snack- several of them said this component was the highlight of the
day. Many students mentioned that they wanted to make this snack at home and were excited
about the additional recipes that were given to them to take home (see Appendix E).
The last component of the day was the mental health component. This section involved
slowing down and giving the children some quiet time to learn about their emotions and
converse in small groups. The first activity was a group activity called Looking for Happy. This
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activity involved making the children aware of all the positive things around them. Following
this activity, the research team was unsure on how this activity was received by the students. This
may be due to Looking for Happy being one of the shorter activities and therefore may not have
made as much of a lasting impact in comparison to the other activities the children participated
in. For the next activity, the children were then broken into small groups to go through the
Emotion Chart (see Appendix H). Each member of the research team took a group of three to
four children. The research team facilitated a discussion on emotions and prompted the children
to share examples of times they have felt these emotions. When broken up into the small group
setting, the children were more open to participating and sharing personal examples and how
they have dealt with these emotions in the past. Some of the emotions discussed were jealousy,
anger, and sadness. The children described these feelings as something they do not normally talk
about. Following the activity, the research team heard from many of the children that they felt
better after talking through these more difficult emotions. The next activity completed in the
mental health component was the gratitude stone. The children remained in their small groups
for this activity and shared several examples of things they are grateful for in their lives, such as
their parents, shelter, siblings, pets, and friends. Many of the students thoroughly enjoyed this
activity and wanted to continue sharing things they were thankful for when it was time to move
on to the next activity.
The final mental health activity was a short meditation period. The children were shown a
video that demonstrated how to do the meditation (see Appendix I) and then participated in the
exercise. The students were very open to participating in the meditation practice and enjoyed this
activity. A few of the children mentioned that this could be beneficial to use when they are
feeling stressed or angry. At the end of the day, the children were asked to share their favorite
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part of the day and many referenced how they loved talking in small groups and having some
quiet time together.
After completion of the activities, the research team presented CMCCF with a binder
detailing the instructions on all activities completed during the day. The binder also contained all
needed props for the activities that could easily be copied to be distributed to all students. With
this, the research team hopes that the center will reuse the activities of SMILE with this group of
students as well as with future classes.
When reflecting on the SMILE program, the research team felt the program was a
success and were very pleased with the outcomes from all the activities that were designed. The
team felt the activities were appropriate for the age of the children but still challenged their
thinking and introduced new ideas to them. The team was pleased with the level of participation
from all of the students and felt the feedback from the students and faculty was very positive. A
few days after the activity, the executive director emailed the research team: “Thank you all so
much for doing the SMILE program with our kids. They had a lot of fun and are still talking
about it. A few of them used the lessons on emotions yesterday when dealing with a conflict.
They asked if we could make banana sushi [healthy snack] again!” (S. Penn, personal
communication, March 12 2021). Following completion of the program, a google form was sent
out to faculty at CMCCF. The two faculty members who observed the activities of the day were
surveyed (see answers in Appendix M). When looking at responses from the survey, both
respondents described the SMILE program as very effective and impactful. The respondent
commented on the program stating: “I believe it made them [the children] think about things they
haven't thought about before. They were also connecting things they already knew to the new
information presented. The props were very helpful also.”
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Limitations
The research team predicted three main barriers to the community service projectfollowing social distancing guidelines for the COVID-19 pandemic, children refraining from
participation, and the inability to monitor if the SMILE education was brought home to families.
As for following social distancing guidelines for the COVID-19 pandemic, all children
were required to wear their mask throughout all of the activities, except when eating the snack.
The research team instructed each child to wash their hands prior to making snacks and eating.
Additionally, each student received their own activity handouts, pencil, and snack supplies to
limit the potential spread of COVID-19 by decreasing shared equipment. While the research
team had intentions of promoting a social distance of six feet between each child, it was difficult
to do so in some of the activities. For example, when the research team was introduced to the
children at CMCCF, the group of students were playing close together under the supervision of
staff. Therefore, the research team did not feel as though it was critical to implement the state
recommendation of maintaining six feet between others.
The research team anticipated that there would be some children who would not
participate. While the majority of students were eager and comfortable to participate throughout
all activities, there were a few students who were more hesitant to participate in activities and
contribute to large group discussions. To combat this limitation, the research team split children
into small groups. It was anticipated that children would be separated based on grade to make
them most comfortable, however, the research team ended up creating small groups based on
personality and level of participation. For example, students were grouped based on participation
in prior activities- those who participated regularly, those who participated occasionally, and
those who were timid to participate. In large group discussions, in order to encourage students to
participate in activities, the research team individually approached the children who were less
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likely to participate. By doing this, the research team member could individually communicate
with the student, creating a more comfortable and open environment. This allowed all students to
participate and limited the barrier of children refraining from participation.
It was also predicted by the research team that it would be difficult to monitor if the
SMILE program was being brought to the home environment in order to promote family
education and continued learning. The research team created a collection of handouts that were
given to the students to easily bring home. Additionally, throughout the SMILE program, the
research team gave examples of how the activities could be carried out in a house or apartment
environment. While the research team tried to limit this barrier by creating discussion questions
for the child’s parent and/or guardian in the packet, it is difficult to monitor and therefore the
ability to transfer the educational material home is considered a prominent limitation.
There were additional limitations that occurred during the implementation day of SMILE
that the research team did not project to occur. When carrying out Activity Bingo, no bingo
pieces were brought for children to mark their bingo boards. Students were instead given a pencil
to mark the boards. By the end of the activity, the students’ bingo boards were marked up with
pencil, making it difficult for the child to read the board for later use. This is a significant
limitation as the bingo board was intended to be used at home following the program.
When educating children on the main nutrients prior to doing the Yellow Light, Green
Light, Purple Light activity, the children had a difficult time understanding the concept of a
dietary fat. While it was anticipated that teaching nutrition to children would be challenging, the
research team did not predict that this specific nutrient would cause such confusion. Many
students were confused with the concept of a fat due to the negative connotation that the term
carries. Furthermore, when playing the Yellow Light, Green Light, Purple Light activity, the
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children were confident in assigning green and purple colors to specific foods, however, they
were hesitant and confused with what foods would be considered a slow, yellow food choice.
The combination of struggling to understand dietary fats and yellow foods was a limitation to the
nutrition portion of SMILE that the research team did not specifically expect to occur.
Despite several limitations, the SMILE program created by the research team had a
positive impact on the students at CMCCF. Students performed interactive, educational lessons
and then participated in activities which addressed the stated areas of physical activity, nutrition,
and mental health. Being that a majority of children who attend CMCCF are from a low income
household, the research team created activities and take home materials which were aimed at
providing resources that underserved students lack. This ensured that financial status did not
interfere with these healthful choices. Students who were a part of the SMILE program gained a
foundation of knowledge in health and wellness, allowing them to make decisions to better their
overall development.
Further Projects
After evaluating the limitations and successes of the SMILE program, the research team
has identified several areas of improvement and of further research. One area that could benefit
from further research would be whether or not the students continued to use the lessons that were
taught to them. The research team proposes that if the program was multiple days over several
months the students may benefit more long-term and be more apt to adhering to the education
that was emphasized. Therefore, a further project would be to spread out the activities of SMILE
over a few days and continue doing taught activities to see if the lessons taught stick with the
children more effectively.
The SMILE curriculum was also created specifically for first through fifth grade students.
However, the team is unsure if the material presented was best suited for this specific age group
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range. A further project could be done to determine if there is a specific age group that would
benefit most from the SMILE curriculum that was designed. A project could also be done that
changes the components of SMILE to be more adequate for older aged children or younger
children. This would allow the program to be used at schools or centers that serve children in
other age groups.
After completion of the day, the team asked students what their favorite parts of the day
were. The team also observed the responses from the children with each activity. However, there
was no formalized way to evaluate if the children were learning as they went. A future project
could incorporate small quiz assessments after each component to see what the children retained
and also challenge them to apply the information taught.
Conclusion
In summary, the community service project aimed to improve physical, nutritional, and
mental health in low-income children grades one through five. Many aspects of a child’s
development are affected by growing up in a low-income home, and without proper knowledge
in physical activity, mental health, and nutrition these children are at a higher risk for adverse
health outcomes compared to middle or higher class populations (Gupta, de Wit, & McKeown,
2007). With the continued focus in schools on test scores and meeting educational standards,
education on physical, nutritional, and mental health is not emphasized as much in the school
settings (Solomon et al., 2018). As before and after school childcare is used by 55% of the
population, this setting was found to be a great place to further educate children outside the
classroom (Malik, 2019). Specifically, CMCCF, located in Oakdale, Minnesota, was found to be
a great place to implement the SMILE program, with 66% of children being eligible for free and
reduced lunch (S. Penn, personal communication, November 6 2020). The center also has no
formalized education program on physical activity, nutrition, and mental health, which
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demonstrated a gap for the SMILE program to fill (S. Penn, personal communication, November
6 2020).
From the literature review, the research team learned that low-income children are at
greater risk for mental and nutritional complications such as obesity and depression (Gupta, de
Wit, & McKeown, 2007). The studies looked at in the literature review highlighted the
importance of education on the topics of physical activity, nutrition, and mental health,
particularly in elementary aged children, and the current gaps that exist in receiving this
education. To help alleviate these disparities identified, the research team focused on identifying
a group of low income children who could benefit from education on these topics. These factors
helped facilitate the teams decision to partner with CMCCF.
After learning more about how income status affects nutrition, physical, and mental
health the SMILE program was created to specifically target these components. The program
curriculum focused on creating games and activities that are not only fun and engaging, but also
provided practical education for this population. To facilitate long-term retention and parent
involvement take home material was created for each of the activities. A discussion form was
also sent home with the children to promote active conversation within the students’ household.
After completion of the SMILE program, some of the successes were child engagement
and participation in activities, willingness to learn the material presented and that the material
created was age-appropriate. Based on survey results, the SMILE program also achieved its goal
of creating materials that could be used after completion of the program. While there were many
successes, there were also several limitations that were encountered during the SMILE program.
A main limitation in regards to nutrition education was helping children conceptualize the idea of
dietary fat and slow foods. Future projects could incorporate multiple SMILE program days,
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activities for a broader age range, and assessments following each activity to measure student
retention.
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